MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-027533
DEPARTMENT OF puau:eg;:::;rnn:m:.::u WEL nnzshz_yrimw Reaiamerion Diarit No. _3_“0“1_9“""“"“.‘ . _23_"421—’ SIAfEIIFILE NUMBER -

DQ NOT WRITE AMENDED A~ o
ON THIS STUB FiILED UG T2 19T

1. PLACE OF DEATH 4 2. USUAL RESIDENCE (Where decessed lived. If institution: Rasidence before

8. COUNTY c G‘ [} STAmI o X ! b. COUNTb \ u! X j admission)

b. %‘: (If outside corporate limits, giva TOWHNSHIP anly) Length of stay in 1b c. CITY Insida Limirs

OR
TOWN
n .rdean 2% hre. Tow  Jackson YoX1 No O
¢. FULL NAME OF (If NOT in hospital, give location] [ Inside Limit d. STREET {{ cutside, give location) Reside on Farm

1
M HOSPITAL OR ADDRESS

2574/ WU | Prancis Hospltal Yes (¥ No D 909 Morton Yes O No OF

3 2. NAME OF DECEASED First Middls Last 4. DATE Month - Day Year

{Type or print
) John Wilson LaPierre pEATH July 25, 1963

5, SEX 5. COLOR OR RACE 7. Married [1  Never Married 8. DATE OF BIRTH | %- AGE (los! birthdsy) | IF UNDER 1 YEAR IF UNDER 24 HR

M&le Whi t e Widowed [ Divorced 2/16 1907 55 Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work dona | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and siate or country} | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

Invalid ane Jackson, Mo. UeSs_ A
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14, NAME QOF HUSBAND OR WIFE

VS5 300
Rev. 4/59

DATE AMENDED

We C. LaPlerre Pon Norman ————————

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANY Addrau
(Yes, ng, or unknown)i {If yes, give war or dales of 3
Ko [~ /A c. C e son, o _
18. CAUSE OF DEATH {Emer only one caule per - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (a} M;

DOCUMENT

Conditions, if any, OUE TQ (b)
which gava rise to
above cause (&),
stating the under-
lying cause last. DUE 10 ()

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T ESTH byt not relateg to the termins) PART 1ii. 1f  decessed was  femole wm
disease condition given in PART | (a) - . » there a pregnancy in last 90 days.
# I O Yes ] O Ne | O Unknown

. WAS AUTOPSY | 20a. ACCIDENT SUICIDE/ HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Erter afruro of injury in PART | or PART Il of item 18.)
m| O 8]

PERFORMED?
veEs & NO O

. TIME OF Houw: Maonth, Day, Year
INJURY a.m.
pum.
. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 204 CITY, TOWN, QR LOCATION COUNTY
WHILE AT WORK [] farm, facrory, street, office bldg., eic.)
NOT WHILE AT WORK ]

. | artended the deceased frum_inp_}.#__g—sl—m;—. 19_115.__r_15_,.|3ﬂ_.nd last saw :I',:‘ alive °n—£u—9is,—'j-L—

Death eccurred at % Iy m an the date stated above, and to the bast of my knowledge, from the causes stated,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22b. ADDRE I 22c. DATE SIGNED

o "i@"g | ; (Uegree‘ or 1%9 . M‘_J y 7R

23s. BURL CRE-MATION, 23b. DATE 7| 23c. NAME OF CEMETERY OR CREMATORV 23d, LOCATION (City, town, or county)

uriax . |7/e1/196 Buscell Heie

2
2 FUNERAL DIR OR . ADDRESS . 25, DATE RECD. BY LOCAL REG
ﬁWW Jackson, Mo. 3-?-/‘1 193

{Licensed Embalmaer's Statemeant on Reverse Side)

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

]
-

working under my personel supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in h|5 OWN HANDWRITING. (Failure to comply
with the above consmu:es grounds for revocation of license).. - .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - -

If this bady is not embalmed, fact should be so stated above. *




